7”7~ VERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall
Waterbury, VT 05671-2306
http://www.dail.vermont.gov

Voice/TTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

May 18, 2012

Mr. Shawn Hallisey, Administrator
St Johnsbury Health & Rehab
1248 Hospital Drive

Saint Johnsbury, VT 05819

Dear Mr. Hallisey:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on April
18, 2012. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

SUNNI-\

Pamela M. Cota, RN, MS
Licensing Chief

PC;jl

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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1
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L

: medical cendition. The findings include:

roa

i Per record Teview cn 4/18/12, Resident #110
was admitted oh 1/17/12 with diagnoses that
included: .Rena! Insufficiency with the need for
dialysis, gout. anemia, vitamin D deficiency.
osteoarthritis, hypertansion, hype'lipidemia and
hyperchoiesterclemia, Per review cl.the Nutrition

was on a fiberal renal diet that was with no added
salt, that Resident #110 nad good food irtake,
had a high body mass index, was on dialysis
reiated to chronic renal insufficiency, takes

#110 hac sutures and deep tissue injury, that
Resident #110 had estimated calorie needs of
1800-1800 calcries, estimated protein needs of
70-80 grams and estimated fiuid needs of 1800
-1300 miililiters. :

Review of the nurses' notes dated 1/27/12, a
biister measuring 3 cm by 2.8 cm was noted on
Resident #110's ‘efi heel, caused by sitting in a
dialysis chair 3 days a week for 5 hours at a time.
Per review of the Nutritien Care Plan dated

had been revised to reflect the potential/actial
nuiriticna! needs of Resident #110 after the

| left heel. Per interview on 4/18/12, with the
Registered Dietician (R.D.) 3t 10:50 AM, he/she
indicated that there was no revision of the

| nutritionai care plan addressing the

| poientiai/aciual nutritional needs of Resident

* #110 after the ciscovery of an unstageable

: pressure area on the ieft heel. Per interview with

‘ the R.D. on 4/18/12 at 1050 AM, he/she indicaied | |
|

t"at the Nutritional Care Plan dafed 1/20/12 was

Assessment notes dated 1/20/12, Resident 8110

nephrovitz (nutritional supplement), that Resident |

1120/12 there was re evidence that the care plan |

{ discovery of an unstageable pressure aiea on (he .
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F 280! Continued From page 1 | F2 :
1

80! and facilirate early interventions as

warranied.

Reeducated on the decurmentation of
hvdration status, rejevant faboratery anc
clinical informaticn.

How will the faclity monitor its
corrective actions to_ensure that the
deficient practice will not reoccur

Administrator or designee or wili conduat
random audits on careplans for ail
residents with pressure ulcers and deep
fissue injury weekiy X'si2. Resulis vail
be regorted and reviewed at the QA
committes monthiy and wili be reassessed
on 2 quarterly basis.
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iI not specific to the Nutritionai needs of a Resident
‘ #7110 who had diagnosis that ircluded Renal

| Insufficiency witn the need for diaiysis, gout,

| anemia, vitammin D deficiency. ostecarthritis,

| hypertension, hyperlipidemia anc

" hypercholesterolemia.

' Refer also to F325
£ 282 | 483.20(k)(3)(il) SERVICES BY QUALIFIED
ss=o\‘ PERSONS/PER CARE PLAN

must be provided by qualified persons in
accordance with each resident's written plan of
| care.

\1 This REQUIREMENT is not met as evidenced
‘ g

l
t
'.
E
i 1
| | ,
!i The services provided or arrangec by the facitity | l. :
‘ |
|

e e e A

faciiity faited to imglemant the written plan of care
for one resident (Resident #17; of the Stage 2
| sampie group by failing to ensure diglysis
i information was sommunicated beween the
" facility and the dialysis center, and failing to
| monitor the resicent’s condition after diaiysis.
| Findings include: _ |
i : 1
|
© 1. Per record review, Resident #17, whc has a
| diagnosis of end stage renal disease. has a pian
| of care for dialysis ireatment that inciudes
| monitoring for "changes in vital sigrs, ie. i
% ! hypotension {iow blood pressure]’. The plan of
| care alsc includes a "communication book 10 be
‘\ | sent with [Resident £17 to the dialysis center to
1

by:
l Based or staff interview and record review, the
]
l

| communicate inicrmation and reviewed by faciity
| nurse upon return”, Per interview with Resident
i #17's Nursing Unit Manager (UM) on 4/18/12 at

i

. . - -t . . noarl
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L

i 8:43 AM. the dialysis communication book

| conitains the vital signs for Resident #17 prior to
dnawsns and any 'ar‘lhty coneerns regarding tre
res.dent aleng with the most recent viiai signs
and iraaiment information generated by the
dialysis center. Afler dialysis the communication
"book is returned t¢ the facility with the'vital signs

vital signs are taken by the faciity. The UM or a
Registered Nurse (RN) are then {0 review the
vital sigrns and dialysis informaticn.

' Perinterviaw, ihe UM confirmed the information
centaineg in Residant #17's dialysis
communication lcg was cutdated and was

I missing dates. The UM confirmec there were
missing vital signs and no ireatment information
in the communicaticn log and/or the resident's
chart for 3 of 13 treatment davs for March 2012
(3/26, 3/14, 3/2) and no documentaticn of
Resident #17's vital signs and treatment
information being reviewed by the UM or an RN
or these dates per the pian of care.

2. Per recorc review, after treatment on 3/26/12
the Dialysis Center recuced Resjdent #17's dose
of Atenolol (used lo treat high blood pressure)
due to "ow bicod pressure while at dialysis”, Per
review, Resident #17's blood p ressure during
dialysis on 3/26:/12 reached a low of 84/45

r acccrdmg 1o the Mayo Clinic, fow bleod

| pressure is defined as below 90/60]. Per

| interview on 4/18/12 at 8:43 A.M. the UM

. confirmed there was there was no record ¢f

! Resident #17's blood pressure
| before or after dialysis on 3/26/12, and no

| documentation that the plan of care regarding

! monitoring vital signs was perfarmed on 3/26/12

and treatmenrt information fram that day’'s diaiysis,

taken at the faciiity

!
|

F 282!] How will the corrective action be

" accomplished for those residents

| found to have been affected by the
' deficient practice.

. The Rest
| been reviewed, ouistanding notes

| obtained immediately and have been
i reviewed esach time by the Unit

! Manager or an RN,

. Resident #i17 had a new order to

. decrease atenclol 2nd has had no

| further incidents of hypotension.

Lliol

residents having the poteniial to be

[ Hew will the facitity tdentify other

'l affected bv the same deficient practice
} Al residents have the polential 1¢ be
|
|
I
t

affected. All residents whe atend
Dialysis have had their dialysis folders
and medical racord reviewed for
in status.

Whiat measures wiil be puz on piace to
ensure that the deficient practice will
not occur

Licensed nursing staff will be re-educated
on protocol for reviewing the resiceats
Dialysis Folder upon rerurn from Dialysis

changze

How will the facility monitor its
corrective actions to ensure that the
deficient practice will not reoccur
Resident s who attend Diaiyvsis will e
reviewed at morning clinical for clange
i corndition DNS cr designee will

cdernt #1137 Dialysis record has

tg, wN : , :
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l

: Based on a resident's comprehensive
assessment, ihe facility must ensure thai 2
resident -

status, such as body weight and protein levels,
unless the resigent's clinical condition
c¢emonstirates that this is not passible; and

- (2) Receives a therapeutic diet when there is a
| nutritional probiem.

!

This REQUIREMENT is not rmet as evigenced
by

Based on record review and staff interview, ihe
facility failed to ensure that one Resident (#110}.
identified in the Stage 2 sample was provided
nutritional carz and services consistent with the
resigent's comprehensive assessment. The
findings inciude:

1, Per record review cn 4/18/12, resident #110
! was admitied on 1/17/12 with diagnoses that
included: Renai Insufficiency with the need for
dialysis, gout, anemia, vitamin D deficiency.
ostecarihritis, hypertension, hypetlipidemia and

| hypercholesterclemia. Per review of the Nutrition

?:Assessment notes dated 1/20/12. Residen! #110

: (1) Maintairs acceptable parameters of nutriticnal

How will the corrective action be
accomplished for those residents
found to have beep affected by the
deficient practice.

! The Resident #110 has nag nis

. Medical Record reviewed o1
appropriate Nuritional Assessment
and careplan, Both have been updated
2s needed.

How will the facilitv identifv other
residents having the potentia} to be
affected bv the same deficient practice
Allresident have the potentiai to be
affected. All Residenss with skin
integrity issues have had their nutritional -
assessmeni audited for compietion and
ascuracy.

b

\
g

. i
N !
i

i

Xo SUMMAERY $TATEMENT OF DEFICIENCIES ’: ", SROVIOER'S PLAN OF CORSETTION P
PREFIX | (EACH DESICIENCY MUST BE PRECEDED BY FULL *, | {EACH CORRECTIVE ACTION SRCULD 33 COMEETION
TAG '| REGULATORY CR (SC IDENTIFYING INFORMATICN: LROSS-REFERENCED 7C THE AFPECPRIATE SATZ
' ! EFICIENSY) '
3 : | conduct random audits on ! Dislyais
F 282 Continued Frem page 4 l F 282, Tesidents weekly x's1Z. Rasuls wu ne
when Resident #17's trzaiment required ; reportzd and reviewed atthe QA
adjusiment due te low blood pressure. 5 commitee menthly and wiil be reassessed
‘; on a quarterly basis.
Reference: i ‘
| hitp/rwaew mayoclinic com/healthilow-blcod-press | F282
ure/DS00590. ' .
F 3251 483.25() MAINTAIN NUTRITION STATUS F 3251
5$=0! UNLESS UNAVOICABLE k323

FORM CM$-2557(02-58) Previous Versions Osclei2

m

veal10. 3TA311

e

Facliity 10 €733 if continualion sheet Pege

£

[3)




ST HEALTH & REHAB

Fax 1-802-748-6503

CITY. STATE, ZiF <

fwlors

ST JOHNSBURY HEALTH & REHAS

May 14 2012 04:4Tpm_ POOT/009.
CEPARTMENT CF HEALTH ANU AUMAN SERVICES APIRUYEY
_CENTERS FOR MEDSICARE & MEDICAID SERVICES OME N Ce35e
TATEMENT OF OEFICIENCIES X1) PROVIDER/SURPLIER/CLIA (R2) MULTIFLE CIN3T2UCTICN )'IX AT- wR‘ g
AND PLAN OF ZORRECT!CN [DENTIFICATION NUMBER! o {7 CowpLETED
A. BUILDING . — !
. '
475019 8. WING | 04/18/2012
NAME OF PROVIDER OR SUPPLIER b e

S_AlNT JOHNSBURY, VT 05819

ensure-that the deficien? oractice will

o b SUMMARY STATEMENT GF DEFICIENCIES . ol PROVIDER'S AN GF CCPRECTICN
sageix | {EACH DEFICIENCY MUST BE PRECECED 8Y FULL oopezFix | {EACY TTRAECTIVE ACTICH SPOULD 28
<33 |  REGULATCRY OR LSC IDENTIFYING INFGRMATION) i TA3 | CROSG-RIFERENCEC ™S THE ARPRCPR1ATE
- 5 ; CEFICIENCY)
b ) H
] i' | Jace t
; . ‘hat measures wili be put¢n p;ace o
F 325! Continued From page § || Fags Yhatm
1

was on a liberal reral dist that was with no added -

sait, that Resjdent #110 had good food intake,
kad a high tody mass index, was on dialysis
related to chronic renaiinsufficiency, takes
nephrovite (nutritenal supplemeny), that Resident
#110 had sutures and deep tissue injury, that
Resident #710 had estimaied calorie needs of
1800 -1900 calories, estimated protein needs of
70-8G grams and estimated uic needs of 1800
-1800 miliiliters.

Review of ihe nurses' notes dated 1/27/12. 2
blister measuring 3 cm by 2.8 cm was noted on
Rasicent #11C's lefi heel, caused by sitting in a
cialysis chair 3 days a week for S hours at a time.
Per review of the Nutritica Notes there was no
evidence thal Resident #110 was assessed for
nuiritional needs after the discovery of the
gressure sreg cn his/her left heel identified on
1i27/12. Per review of the facility policy titlad Skin
Care Managemaent {revision date 1/1/2008), "all
residenis icentified as having impaired skin will
be evaluzled by the Registerec Dietician for
nutnitional status in 2 timely manner.” Per review
of the weekly skin/wound meeting notes dated
1/27/12 t0 4/18/12, thare was no evidence that
there was any plan discussed or created during
the weekly skin/nutrition at risk meeting ‘o
address Resident #110's potential change in

. nutriticnal nseds related to existing heaith

conditions and the discovery of a new pressure
related area on the left heel.

Per review of the weekly skin/nutrtion risk
meetings they notes indicated that Residert
was refusing to take hisiher Neprovite {a
nutiitionai supplement for individuals with rena!
failure) and it had been discontinued due to

#110

not ogcur

The Dietician will be re-educated on
Nutritional Carepians for apprograte
focus, goals and mierven:icns related w0
wouné healing.
The Dietician wili be re-educared on the
policy for completing dieucians
sssessmeats and Skin Care Managemeit
Policy. o
Reviewed the federa) and state rguEUORNS
. for identifying dehydration risk factors
| anc facilitate early interveniicns
. warranted.
Reeduczred on the documentation of
hydration status, relevant laberatory anc
eiipicaj infomatiorn.

as

How wi]) the facility moniter its
i correciive actions $0 ensure that the
i deficient practice will not regecur

Administrator or desigred or wili conduct

random audiis ou careplans 1or aii

residents with pressure uicers and deep

i tissue injury weskly x's12. Results will
be recorted and reviewed st the QA
committes monthiy and will be reassessed
on 2 guarierly basis.

£323
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1 refusals on 2/15/12. There was no evicence in
the meeting nctes or dietary notes that a {
' discussion or plan was created on meeling '
Resident #110's nutritional needs without the i
added supplement. Review of the Nurses' Notes :
indicated that Resident #110 had nct met the 1|
nutritionai plan of fluid intake of 1800-1900 '
milliliters (cc's) daily on 1/26: 1020 cc's, 3/18:
1380 cc's, 3/20:820 cc's, 3/22: 720 ¢c's, 3/23: 720
cc's, 3/25:1512 cc's, 3/26: 1080 cc's, 3/28: 720 |
cc's, 3/31: 960 cc's and 4/4 840 cc's . There was
no evidence that the Registered Dietician
addressed the resident’s failure to meet his/her
daily fluid intake requirements on these dates and |
create a plan ‘o prevent future fluid deficits. '

Per review of the Nutrition Care Plan dated
1/20/12 there was no evicence that the care plan {
had been revised 1o reflect the potential/actual
needs nutritionally of Resident #110's after the
discovery of an un-stageable pressure areéa on
the left hee!. Per interview on 4/18/12, with the
Registerec Dietician at 10:50 am, he/she
indicated that therg was no revision of the
nutritional care plan addressing the
potentialiactual needs nutritionally of Resident
#110's after the discovery of an un-stageable
pressure area on the left heel. The RD aiso
confirmed after review of documentation on the

. skin/nutrition weekiy risk meating ncies. the notes
did not reflect a plan to address any
potential/actual nutritional needs of Resident
#110 with diagnosis that included: renal

l; Insufficiency with the need for dialysis, gout,

| anemia, vitamin D deficiency, osteoarthritis,

; hypertension, hvperlipidemia and

l hypercholesterolemia. The RD alsc confirmed

| during interview on 4/18/12 that Resident #110

|
i
i
i
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-  had not been assessed by the RD after the | i -; E
i discovery of ar un-stageable pressure area was | | ! i
i identified on 1/27/12. Per interview on 4/18/12 at | ! :
1 10:50 AM, the RD confirmed that a plan had not : |
| beeii created to address the discontinuation of | | [
Nutritional Supgplementation reiated to Resident . | 'n !
#110's refusals and how to meet Resident #110's ! ' :
| nutritional needs. ' g :
i | ; :
Refer also to F280 i ‘ : ;
- |

i

| !
' i i i
|
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